
missouri dental board
3605 missouri boulevard

state of missouri po box 1367
jefferson city, mo 65102-1367

division of professional registration telephone (573) 751-0040
patient injury or death reporting fax (573) 751-8216

tty (800) 735-2966

instructions
• this form must be typed or printed legibly in black ink.
• pursuant to 20 csr 2110-2.210, a dentist who practices in this state shall submit a report to the board within thirty (30) days of any

mortality or any injury requiring medical attention and/or treatment from a licensed healthcare provider which occurs to a patient during
treatment or within twenty-four (24) hours of receiving treatment from the dentist that resulted in mortality or injury.

• additional sheets may be used to provide a more detailed explanation.
* please attach a copy of the patient’s records.

section i - licensee data
name (first, middle, last, suffix, former/maiden) missouri license no.

home telephone number business telephone number fax number

mailing address: street address (if po box, please also provide a street address.)

city state zip

type of practice do you have a deep sedation/general anesthesia permit?

specialty practice in the area of __________________________ yes      no
do you have a parenteral moderate sedation permit?

general practice yes      no
do you have an enteral moderate sedation permit?

yes      no
section ii - patient data
name (first, middle, last, suffix) date of birth date of injury or death

address (if po box, please also provide a street address.) city state zip

name of closest relative, if known

medical history of patient

history of patient with your office

description of pre-operative physical condition of patient
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description of dental procedures/events leading to injury or death

list of drugs, dosage and route of administration given to patient

description of adverse occurrence, including onset and type of signs and symptoms, treatment instituted and response to treatment

was an ambulance called?    yes    no      if yes, name and address of ambulance

was patient taken to hospital?      yes      no      if yes, name and address of hospital

if an injury, description of the patient’s present condition following medical intervention

if patient was pronounced dead, where and by whom

was an autopsy performed      yes    no      if yes, where and by whom?

section iii - licensee signature
i declare that all statements or representations contained in or attached to this report are made under oath or affirmation and are true and
correct to my best knowledge under penalty of section 575.060 rsmo which specifies that anyone who makes a false statement in writing
with intent to mislead a public official in the performance of his official duties is guilty of a class b misdemeanor.
signature of licensee date
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